This paper is based on 104 cases of congenital meatal atresia. These were mainly children under the age of 5 with bilateral atresia. Twelve were cases of Treacher-Collins syndrome.
Plastic surgery to reconstruct the pinna can be justified on psychological and cosmetic grounds. Artificial ears can be used but they are not always easy to keep in place and patients usually prefer an ear made of their own tissue. Reconstructed ears, however, must resemble normal ears enough to satisfy the average layman. The colour of the reconstructed ear is probably more important than its shape in men, although for girls a lobe placed in the right position is often all that is required. It must be remembered, however, that sooner or later spectacles may have to be worn and pinne are necessary to hold these in place.
Bone surgery is justified if hearing can be restored or improved and if a new meatus can be formed.
The outer and middle ear have a different embryological development from the inner ear, and therefore the inner ear can be normal in function where there is complete meatal atresia and absence of pinna. The degree of outer ear abnormality bears no relationship to the type or degree of abnormality that may be found in the middle ear or labyrinth.
Early bone surgery on one ear at the age of 2 years is advocated in bilateral cases for the following reasons: (1) The normal child learns to hear and speak during the first four years of life, and it is most important that a child with bilateral atresia should be enabled to use his residual hearing during those early formative years.
(2) The labyrinth is fully formed and of adult size at birth. (3) X-rays and tomographs taken early, when the rest of the temporal bone is still not ossified, are of more value than those taken later. (4) The new meatus will allow an insert type of air conduction aid to be worn. (5) Difficulties in the post-operative management of the ear in small children can be overcome.
Early operation on one side only is advocated because the plastic surgeons prefer to operate on an untouched field at the age of about 5 years.
In unilateral cases operation can be postponed until after plastic reconstruction has taken place provided the hearing in the unaffected ear is adequate. When the hearing is not adequate the middle ear on one side should be opened.
Parents should be seen by the otologist during the first three months after the birth of the child.
Reassurance can then be given and the following scheme of rehabilitation can be explained: At the age of 1 year the child should be admitted to hospital for X-rays and tomographs to be taken under a general anaesthetic, and assessment of hearing made. At 2 years of age in bilateral cases the middle ear on one side should be opened and if possible a hearing mechanism reconstructed. At 5 or 6 years of age plastic reconstruction of the pinna should take place. Auditory training should be commenced as early as possible and bone conduction hearing aids should be worn continuously until an accurate assessment of hearing can be attained. In medicine, traditionally, when we wish to study any aspect of behaviour we devise a test: the patient must solve a puzzle, answer a series of questions, work a laboratory model or even, more simply, lie quite still whilst we monitor his ECG, EEG or blood pressure. Any behaviour that he may happen to exhibit which is surplus to the test we ignore. It is precisely this dismissal of what appears to be a surplus activity that Bertalanffy (1960) condemned in animal studies as 'the error of the cage'. Extrapolation from behaviour in a test is analogous to extrapolation from behaviour in a cage. If ethology has taught us anything it is the danger of assuming that the behaviour of the caged animal reveals the whole of that animal's behavioural repertoire. It is not legitimate either to assume that a behaviour pattern seen in a cage has the same biological meaning as the same pattern seen in the wild. Both in man and in animals experimental procedures too often rigidly determine the response of the organism by the inputs provided by the experimenter.
We ourselves prefer to study our children in a 'free field' (Hutt S J et al. 1964) ; that is, in an environment in which the child is free to do whatever he pleases, but whose physical limits are fixed. This 'free field' approach has particular advantages in the study of severely disordered children who are very often mute, and are certainly not amenable to conventional psychometric investigation. We have employed this approach in the study of hyperkinetic children (Ounsted 1955) , epileptic children (Hutt S J & Hutt C 1964),
